Introduction {#Sec1}
============

Erectile dysfunction (ED) is usually defined as the persistent inability to attain or maintain an erection sufficient for satisfactory sexual performance \[[@CR1]\]. The prevalence increases with increasing age, ranging from 2 to 9% in men under the age of 40 years and up to 86% in men 80 years and older \[[@CR2]--[@CR4]\]. For men who wish to treat their ED, there are pharmaceutical preparations available, the most common ones being the phosphodiesterase type 5 inhibitors (PDE5I) \[[@CR5]\], for example Sildenafil.

The use of ED medication differs in different parts of the world \[[@CR6]\]. A multinational study including eight different countries indicated that the odds of receiving treatment for ED differed between countries, being highest in the UK, lower in the USA and lowest in France \[[@CR6]\]. Swedish data show that approximately 5% of Swedish men filled a prescription of an ED medication in 2006 \[[@CR7]\]. The prevalence of ED medication use increases with increasing age up till around the age of 50--60 years, after that, it decreases \[[@CR6], [@CR8]\]. It is also more common among men who report having a regular sexual partner than among those without sexual partner \[[@CR8]--[@CR10]\].

Several studies have shown that the use of ED medication is more common among men with higher socioeconomic position than among those with lower socioeconomic position in Sweden \[[@CR7], [@CR9]--[@CR11]\] and elsewhere \[[@CR8], [@CR12]\]. This socioeconomic gradient is interesting considering that the prevalence of ED goes in the opposite direction, being higher among men with low socioeconomic position \[[@CR13]\]. As patients have to pay for most ED medications, including the PDE5I, out of their own pocket in Sweden, affordability may contribute to socioeconomic differences.

Direct-to-consumer advertising of prescription drugs is banned in Europe, but research has shown that companies have exploited the legality of so-called disease awareness campaigns to market ED medications to the public in Sweden \[[@CR14]\]. Analyses of disease awareness campaigns also show how the promotion relates the use of ED medications to culturally grounded ideals of masculinity, ageing and high socioeconomic status \[[@CR15], [@CR16]\]. However, little is known about how these ideals are reflected in the actual pharmacy dispensing patterns of ED medication. In fact, rather little is known about the social pharmacoepidemiology of these medications. Studies are available from Sweden \[[@CR7], [@CR9]--[@CR11]\] and elsewhere \[[@CR5], [@CR6], [@CR8], [@CR17]--[@CR20]\]. Many of them, however, are based on selected populations from commercial insurance plans \[[@CR5], [@CR19]\], or specific disease groups \[[@CR9], [@CR10]\]. Others have analysed use of ED medications without considering disease-related factors or use of other medications \[[@CR7], [@CR11]\].

In this study, population-based pharmacy dispensing data on the individual and aggregated level were combined to analyse pharmacy dispensing patterns of ED medication in Sweden. The aim was to investigate the relationship between sociodemographic factors and pharmacy dispensing of ED medications in the general population of middle-aged (45--64 years) and elderly (65--79 years) men. When doing so, a number of known medical conditions that could promote or contraindicate use of ED medication were considered. Examples of such factors are hypertension, obesity, diabetes mellitus, dyslipidaemia and depression \[[@CR13], [@CR21]--[@CR24]\]. In this way, the analysis could help to capture pharmacy dispensing patterns that might not be explained by medical needs.

Methods {#Sec2}
=======

Data sources and study population {#Sec3}
---------------------------------

Both national- and regional-level analyses were performed. Information on pharmacy dispensing was in both cases from the Swedish Prescribed Drug Register (SPDR) \[[@CR25]\], which is managed by the Swedish National Board of Health and Welfare (NBHW). The SPDR records information on all prescription fills at Swedish pharmacies from July 2005 and onwards.

The national-level analyses were based on an online publically available database which is administered by NBHW and contains aggregated-level information on pharmacy dispensing according to The Anatomical Therapeutic Chemical (ATC) Classification System \[<http://www.socialstyrelsen.se/statistik/statistikdatabas/lakemedel>\]. This database was used to investigate age-stratified, national trends in pharmacy dispensing of ED medication 2006--2016.

The regional-level analyses were based on individual-level information from the Longitudinal Multilevel Analysis (LOMAS) database. LOMAS is a research database approved by the Regional Ethical Review Board in Lund, Sweden, and by the data safety committees at Statistics Sweden and at the NBHW. The database contains record linkage information about pharmacy dispensing from the SPDR, sociodemographic factors from the longitudinal integration database for health insurance and labour market studies (LISA) and hospital discharge diagnoses from the National Patient Register (NPR). From the LOMAS database, all 216,148 men aged 45--79 years who were residents in the county Scania, in south Sweden, by December 31, 2005, were selected. The age group was chosen in order to cover ages with the highest prevalence of ED medication use.

Assessment of variables {#Sec4}
-----------------------

### Outcome variables {#Sec5}

In the national-level analyses, the outcome variable was aggregated information on pharmacy dispensing of all ED medications defined by the ATC code G04BE (Alprostadil, Sildenafil, Tadalafil, Vardenafil, Avanafil and combinations) and expressed as the number of users per thousand inhabitants per year between 2006 and 2016.

In the individual-level analyses, the outcome variable was pharmacy dispensing of ED medication (yes or no), defined as at least one prescription fill of a PDE5I (ATC code G04BE03 Sildenalfil, G04BE08 Tadalafil, G04BE09 Vardenafil and G04BE10 Avanafil) during 2006.

### Sociodemographic variables {#Sec6}

The sociodemographic variables were defined in 2004.

A composite measure of socioeconomic position was created by including both information on the highest achieved educational level (compulsory school 9 years or less, secondary education 3 years or less and higher education) and disposable individual income in tertiles. The nine categories of the combined measure were (i) low income low education, (ii) low income medium education, (iii) low income high education, (iv) medium income low education, (v) medium income medium education, (vi) medium income high education, (vii) high income low education, (viii) high income medium education and (ix) high income high education. The first category (i.e. low income low education) was used as reference category.

Four categories of marital status (married, unmarried, divorced and widowed) were defined and the married category was used as reference.

As previously described elsewhere \[[@CR26]\], country of birth was categorised according to the World Bank classification of the world's economies, which is based on gross national income, into the following categories: Sweden, other high-income economies, upper middle-income economies and lower middle- and low-income economies. Sweden was used as reference category.

### Diagnoses and other medication {#Sec7}

Our study aimed to identify use of ED medication that was conditioned by sociodemographic factors rather than by medical conditions that might indicate or contraindicate the use of ED medication. Therefore, for the statistical analyses (see under), information on prescription fills of testosterone (ATC code G03BA03), antihypertensive medication (ATC codes C02, C03, C07, C08 and C09), insulin (ATC code A10A), oral antidiabetics (ATC code A10B), vasodilators (ATC code C01D), hypnotic or sedative medication (ATC code N05C), antidepressant medication (ATC code N06A) and anti-obesity medication (ATC code A08A) during 2006 was obtained. Pharmacy dispensing was defined as having filled a prescription of the medication in question at a pharmacy during the study period. Data on hospital discharges with a diagnosis of ischemic heart disease (ICD10 codes I20--I25), diabetes (ICD10 codes E10--E14), prostate cancer (ICD10 code C61) or prostatic hyperplasia (ICD10 code N40) between 2001 and 2005 were included (primary and two secondary diagnoses).

Statistical analysis {#Sec8}
--------------------

The study population was stratified into two age groups (45--64 and 65--79 years) according to the normal retirement age in Sweden (65 years). Age-stratified logistic regression analyses were performed to obtain odds ratios (OR) and 95% confidence intervals (CI) of the association between sociodemographic factors and the use of ED medication.

In order to identify the use of ED medication that was conditioned by sociodemographic factors over and above medical conditions that might indicate or contraindicate the use of ED medication, the analyses were adjusted by the information on diagnoses and other medication described above. For doing so in a parsimonious way rather than entering all the variables in a model, a risk score variable was created. This risk score was obtained from a separate multiple logistic regression with pharmacy dispensing of ED medication as dependent variable and the variables representing risk factors or contraindications (i.e. pharmacy dispensing of testosterone, antihypertensive medication, insulin, oral antidiabetics, vasodilators, lipid-modifying medication, sedatives and antidepressants and diagnosis of ischemic heart disease, diabetes, prostate cancer or prostate hyperplasia) as independent variables. The predicted probability of filling an ED medication prescription was calculated from the regression model and categorised into three groups by tertiles.

Four consecutive regression models were then applied with pharmacy dispensing of ED medication as dependent variable. The first model (model 1) contained only age. The second model (model 2) contained age and the risk score variable. The third model (model 3) contained age and sociodemographic variables. A fourth model (model 4) included age, the risk score variable and the sociodemographic variables. Bivariate logistic regression analysis using only one specific variable at time was performed in order to investigate the associations between each independent variable and pharmacy dispensing of ED medication.

The discriminatory accuracy (DA) of models 1--4 was analysed using the area under the receiver operating characteristic curve (AUC). This provided a measure of the regression models' ability to discriminate between those filling and not filling a prescription for ED medication. The AUC takes a value between 1 and 0.5 where 1 is perfect discrimination and 0.5 would be as informative as flipping a coin \[[@CR27]\] (i.e. the covariates have no predictive power). All analyses were performed with SPSS 22.0 (IBM).

Results {#Sec9}
=======

In the whole country of Sweden, the proportion of 45--64-year-old men having a filled a prescription with an ED medication was rather similar in 2006 (i.e. 4.5%) as compared with 2016 (i.e. 5.3%), but among 65--79-year-old men, this figure increased from 6.7% in 2006 to 9.2% in 2016, Fig. [1](#Fig1){ref-type="fig"}.Fig. 1Pharmacy dispensing of medication for erectile dysfunction in men aged 45--64 years (dotted line) and 65--79 years (bold line) in Sweden. Data is from the Swedish National Board of Health and Welfares public statistics database

Data on the individual level for the county Scania in 2006 included 150,700 men aged 45--64 years and 65,448 men aged 65--79 years, Table [1](#Tab1){ref-type="table"}. In this population, 4.7% (*n* = 7111) of the 45--64 year olds and 5.8% (*n* = 3787) of the 65--79 year olds had filled a prescription for ED medication. The highest proportion (i.e. 7.0%, *n* = 1886) was seen among those aged 65--69 years (*N* = 26,811).Table 1Prevalence of pharmacy dispensing of medication for erectile dysfunction (ED) (i.e. phosphodiesterase type 5 inhibitor (PDE5I) during 2006 among men aged 45--64 and 65--79 years residing in the county Scania, Sweden, by age, socioeconomic characteristics, medication use and hospital diagnoses. Values are numbers (*N*, *n*), percentages (%), odds ratios (OR) and 95% confidence intervals (95% CI) from bivariate logistic regressions45--64-year-old men65--79-year-old menTotalED medicationOR95% CITotalED medicationOR95% CI*NN*%LowerUpper*Nn*%LowerUpperTotal150,70071114.7265,44837875.79Age45--4937,1779252.491.00 (ref.)50--5436,82114263.871.581.451.7255--5939,72822515.672.352.182.5560--6436,97425096.792.852.643.0865--6926,81118867.031.00 (ref.)70--7420,98012305.860.820.760.8975--7917,6576713.800.520.480.57Socioeconomic positionLow income low education11,9134934.141.00 (ref.)14,0155303.781.00 (ref.)Low income medium education16,2946854.201.020.901.1480144265.321.431.251.63Low income high education69642854.090.990.851.1518691115.941.611.301.98Medium income low education17,7827254.080.990.881.1158943696.261.701.481.95Medium income medium education24,61211074.501.090.981.2263964517.051.931.702.20Medium income high education81704024.921.201.051.3736262928.052.231.922.58High income low education11,0345895.341.311.161.4823361978.432.341.982.78High income medium education24,37012645.191.271.141.4139293769.572.692.353.09High income high education27,30814835.431.331.201.48454850111.023.152.773.58Missing on educational level2253783.46------14,8215343.60------Marital statusMarried91,63042354.621.00 (ref.)45,01225495.661.00 (ref.)Unmarried29,1927722.640.560.520.6155021051.910.320.270.40Divorced27,87718856.761.501.421.5897496907.081.271.161.38Widowed200121910.942.542.202.9351854438.541.561.401.73Country of birthSweden125,84058514.651.00 (ref.)56,75533085.831.00 (ref.)Other high-income-economies83324134.961.070.971.1944822685.981.030.901.17Upper middle-income economies53582945.491.191.061.3415971076.701.160.951.42Low middle- and low-income economies10,7805324.941.070.971.1725161014.010.680.550.83Missing390215.389833.06Pharmacy dispensingTestosterone60017629.338.577.1810.232508333.208.256.3310.76Antihypertensive medication37,16128757.742.162.062.2735,55521315.991.091.021.16Insulin406750412.393.002.723.3034131644.810.810.690.96Oral antidiabetics707176010.752.602.402.8263404106.471.141.031.27Vasodilator42842565.981.311.151.4973682753.730.600.530.68Lipid-modifying medication20,40217428.542.172.052.3020,29312566.191.111.041.19Anti-obesity medication121916913.863.312.803.903414513.202.491.823.42Hypnotic or sedative medication10,55010139.602.342.182.5090746216.841.241.131.35Antidepressant10,9148257.561.741.611.8757012504.390.730.640.83DiagnosisIschemic heart disease51203727.271.611.451.8076483324.340.710.640.80Diabetes29942959.852.262.002.5539241714.360.730.620.85Prostate cancer3369528.278.056.3410.234144410.631.951.422.67Prostate hyperplasia190178.951.991.213.27522407.661.280.921.76

In both age strata, bivariate analysis showed that pharmacy dispensing of ED medication was more common among men who had a high socioeconomic position compared to those with low socioeconomic position and more common among divorced or widowed men than among married men, Table [1](#Tab1){ref-type="table"}.

Among the middle-aged men, pharmacy dispensing of ED medications was associated with a number of variables representing risk factors for ED such as pharmacy dispensing of antihypertensive medication, insulin, oral antidiabetics, lipid-modifying medications, anti-obesity medication, hypnotics, sedatives and antidepressants and having a diagnosis of diabetes or prostate cancer at a hospital discharge, Table [1](#Tab1){ref-type="table"}. Among the older men, however, some of the variables representing risk factors for ED were not positively associated with pharmacy dispensing of ED medication, for example pharmacy dispensing of insulin or antidepressants and having received a diabetes diagnosis. Variables representing contraindications for the use of ED medication (pharmacy dispensing of vasodilators and diagnosis of ischemic heart disease) were indeed negatively associated with pharmacy dispensing of ED medications among the older men. In the group of middle-aged men, however, these two variables were positively associated with pharmacy dispensing of ED medication. When all risk score variables were included in a multiple regression, pharmacy dispensing of vasodilators or having ischemic heart disease at hospital discharge was negatively associated with pharmacy dispensing of ED medication in both age strata, Table [2](#Tab2){ref-type="table"}.Table 2Associations between pharmacy dispensing of medication for erectile dysfunction (ED) (i.e. phosphodiesterase type 5 inhibitors) during 2006 among men aged 45--64 years (*n* = 150,700) and 65--79 years (*n* = 65,448), residing in the county Scania, Sweden, and the variables used to create a risk score. Results from a multiple logistic regression with ED medication use as dependent variable. Values are odds ratios (OR) and 95% confidence intervals (CI)45--64 years65--79 yearsOR95% CIOR95% CIPharmacy dispensingAntihypertensive medication1.661.571.761.111.031.20Insulin1.781.582.010.850.711.03Oral antidiabetics1.481.351.631.191.051.34Vasodilator0.650.560.750.570.500.65Lipid-modifying medication1.401.301.501.251.151.36Anti-obesity medication1.901.602.252.311.673.18Hypnotics or sedatives1.861.722.011.351.231.49Antidepressant1.201.111.310.660.580.76Testosterone6.985.818.397.916.0510.35Diagnosis at hospital dischargeIschemic heart disease0.930.821.060.740.650.84Diabetes0.810.700.940.730.600.87Prostate cancer8.346.5410.641.921.402.63Prostate hyperplasia1.871.133.111.260.911.74

Multiple regression showed that the risk score variable combined with age (model 2) as well as the sociodemographic variables combined with age (model 3) was associated with pharmacy dispensing of ED medication in both age groups (Tables [3](#Tab3){ref-type="table"} and [4](#Tab4){ref-type="table"}). In the fourth model (model 4), the variables conclusively associated with pharmacy dispensing of ED medication in both age groups were age, the risk score variable, socioeconomic position and marital status. Country of birth was only associated with pharmacy dispensing of ED medication among the middle-aged men. The odds ratios for the sociodemographic variables and the risk score variable were rather unaltered in model 4, compared to models 2 and 3, suggesting that the risk score and the sociodemographic variables both have independent effects.Table 3Associations between on the one hand, pharmacy dispensing of medication for erectile dysfunction (ED) (i.e. phosphodiesterase type 5 inhibitors) and on the other hand, age, risk score for pharmacy dispensing of ED medication^a^ and socioeconomic characteristics in a population sample of men aged 45--64 years (*n* = 148,447) in Scania, Sweden. Results from multiple logistic regressions. Values are odds ratios (OR) and 95% confidence intervals (CI)Model 1Model 2Model 3Model 4OR95% CIOR95% CIOR95% CIOR95% CIAge45--491.00 (ref.)1.00 (ref.)1.00 (ref.)1.00 (ref.)50--541.581.451.721.431.321.561.541.421.681.401.281.2055--592.352.182.541.931.782.092.272.102.461.861.722.0260--642.852.643.082.132.972.312.762.552.992.071.912.24Risk score^a^1st tertile1.00 (ref.)1.00 (ref.)2nd tertile1.861.622.131.891.652.183rd tertile2.602.472.732.612.482.75Socioeconomic positionLow income low education1.00 (ref.)1.00 (ref.)Low income medium education1.030.921.161.040.931.18Low income high education1.010.871.241.070.921.24Medium income low education1.010.891.131.030.921.16Medium income medium education1.181.061.321.231.101.37Medium income high education1.311.151.511.391.211.59High income low education1.541.201.611.421.251.61High income medium education1.401.261.561.481.331.65High income high education1.671.341.821.631.461.82Marital statusMarried1.00 (ref.)1.00 (ref.)Unmarried0.720.660.780.730.670.79Divorced1.591.501.681.591.501.69Widowed2.181.882.522.161.872.51Country of birthSweden1.00 (ref.)1.00 (ref.)Other high-income economies1.090.981.211.110.991.23Upper middle-income economies1.311.161.491.311.161.49Low middle- and low-income economies1.351.221.491.321.201.46^a^The risk score included variables representing medical conditions that could promote or contraindicate use of ED medication such as pharmacy dispensing of testosterone, antihypertensive medication, insulin, oral antidiabetics, vasodilators, lipid-modifying medication, sedatives and antidepressants and diagnosis of ischemic heart disease, diabetes, prostate cancer or prostate hyperplasia Table 4Associations between on the one hand, pharmacy dispensing of medication for erectile dysfunction (ED) (i.e. phosphodiesterase type 5 inhibitors) and on the other hand, age, risk score for pharmacy dispensing of ED medication^a^ and socioeconomic characteristics in a population sample of men aged 65--79 years (*n* = 50,627) in Scania, Sweden. Results from multiple logistic regressions. Values are odds ratios (OR) and 95% confidence intervals (CI)Model 1Model 2Model 3Model 4OR95% CIOR95% CIOR95% CIOR95% CIAge65--691.00 (ref.)1.00 (ref.)1.00 (ref.)1.00 (ref.)70--740.820.760.890.810.750.870.900.830.970.880.820.9575--790.520.480.570.510.470.560.720.620.850.710.600.83Risk score^a^1st tertile1.00 (ref.)1.00 (ref.)2nd tertile1.231.031.461.241.021.513rd tertile1.681.571.791.611.501.73Socioeconomic positionLow income low education1.00 (ref.)1.00 (ref.)Low income medium education1.361.191.551.351.191.55Low income high education1.531.241.891.531.231.89Medium income low education1.571.371.801.551.351.78Medium income medium education1.781.562.031.751.531.99Medium income high education2.111.822.452.081.792.41High income low education2.141.802.542.101.762.49High income medium education2.452.132.822.382.072.74High income high education2.882.533.282.832.493.22Marital statusMarried1.00 (ref.)1.00 (ref.)Unmarried0.380.310.480.390.320.49Divorced1.271.161.391.291.171.42Widowed1.781.572.011.801.592.04Country of birthSweden1.00 (ref.)1.00 (ref.)Other high-income economies1.050.901.211.060.911.22Upper middle-income economies1.170.941.451.180.951.47Low middle- and low-income economies0.920.741.140.940.761.17^a^The risk score included variables representing medical conditions that could promote or contraindicate use of ED medication such as pharmacy dispensing of testosterone, antihypertensive medication, insulin, oral antidiabetics, vasodilators, lipid-modifying medication, sedatives and antidepressants and diagnosis of ischemic heart disease, diabetes, prostate cancer or prostate hyperplasia

The DA for model 1, including only age, was 0.60 among the middle-aged men and 0.53 among the older men, Fig. [2](#Fig2){ref-type="fig"}. For both age groups, the DA was rather low in model 2 (AUC = 0.67 among middle-aged men and AUC = 0.58 among the older men) and in model 3 (AUC = 0.64 among middle-aged men and AUC = 0.63 among the older men). Comparing model 1 and model 3 indicates that the introduction of the sociodemographic variables to the model was followed by an increase of the AUC which was greater among men above 65 years than among those aged 45--64 years. Model 4, which included both age, the risk score variable and the sociodemographic variables yielded a slightly increased DA in both age groups (AUC = 0.69 among middle-aged men and AUC = 0.65 among the older men) compared to the previous models.Fig. 2Area under the receiver operating characteristic curves for pharmacy dispensing of medication for erectile dysfunction (ED) (i.e. phosphodiesterase type 5 inhibitors) in a population sample of men aged 45--64 years (**a**) and 65--79 years (**b**) (*n* = 148,447 and *n* = 50,627, respectively). Black solid line represents AUC 0.5

Discussion {#Sec10}
==========

The proportion of Swedish men filling prescriptions of ED medications increased between 2006 and 2016. In 2006, pharmacy dispensing of ED medication was positively associated with higher socioeconomic position and widowed men were more likely to fill a prescription for ED medication than married men. These associations could not entirely be explained by differences in the distribution of variables representing medical conditions that could promote or contraindicate use of ED medication, since the associations remained after controlling for these variables.

The prevalence of ED increases with age \[[@CR21]\], but the use of ED medication peaks around 65--69 years. This is consistent with previous studies suggesting that among those having ED, the odds of receiving ED treatment decreases with increasing age \[[@CR5], [@CR18]\].

The risk score variable was applied in order to focus the analysis on the sociodemographic factors rather than the individual clinical ones, while yet controlling as much as possible for the variation in ED medication use caused by variation in medical needs. The variables included in the risk score were chosen to represent known risk factors for ED such as hypertension, obesity, diabetes mellitus, dyslipidaemia and depression \[[@CR13], [@CR21], [@CR22], [@CR24]\] as well as contraindications for using ED medication such as use of vasodilators and previous diagnosis of ischemic heart disease \[[@CR24], [@CR28]\]. Most of the associations pointed in the expected direction. One exception was the presence of a diabetes diagnosis at hospital discharge, which was negatively associated with pharmacy dispensing of ED medication in both age groups even though diabetes is a risk factor for ED. Most likely, hospitalization indicates a form of diabetes which is severe enough to signify altered sexual practices. Pharmacy dispensing of oral antidiabetics was, however, positively associated with the use of ED medication, indicating the relevance of diabetes for ED medication use among those less severely ill.

Addition of sociodemographic variables to the regression model increased the discriminatory accuracy in both age groups, indicating that these factors play a role in discriminating between men filling and not filling prescriptions of ED medication. The increase was larger among the elderly men. In both groups, pharmacy dispensing of ED medication was most prevalent among those with high levels of education and income. As this gradient is opposite to that of ED prevalence \[[@CR13]\], it implies socioeconomic inequity in the pharmacy dispensing of ED medication. This is consistent with several previous studies \[[@CR7]--[@CR12]\]. The gradient is partly expected since these medications are not reimbursed in Sweden.

In both age groups, pharmacy dispensing of ED medication was more common among divorced and widowed men than among those married. This is contrary to several studies, which have shown higher ED medication use among men who are married or report availability of a sexual partner than among those without sexual partner \[[@CR8]--[@CR10]\]. It should, however, be noted that the marital status variable in the present study does not identify couples that are cohabiting without being married, common in Sweden, and can thus not truly distinguish between those who live with and without a partner. Based on our analysis, it seems unlikely that the associations between pharmacy dispensing of ED medication and socioeconomic position, marital status and country of birth (among the middle-aged men) can entirely be explained by differences in known medical risk factors or contraindications for ED medication use, particularly among the older men where addition of the sociodemographic variables to the regression model added more discriminatory accuracy than among the middle-aged men.

Social scientists have called attention to the increasing role of the market and consumer culture in shaping treatment choices, especially for drugs that can be used to maximize and enhance vitality \[[@CR29]\]. According to this view, patients have become active consumers that make choices on the basis of desires that can appear trivial and even irrational. Since repairing and enhancing sexual function by medication use can be regarded as a way to repair and enhance masculinity itself \[[@CR30]\] and to secure successful ageing \[[@CR31]\], such desires could help explain the increase in prevalence seen in our study. Indeed, ED medication has been marketed as an enhancement product for sexual performance rather than a treatment for a specific medical condition \[[@CR32]\]. It is possible that these desires tend to exert different effects in different population groups and that they influence prescribers approach to different patients presenting with ED in different ways. Furthermore, analysis of promotion and discourse surrounding ED medication has shown how the drugs have been marketed using country-specific cultural imaginaries that resonate with middle and upper middle class life, e.g. in Sweden with pictures of scenic landscapes and a particular summer holiday life style in coastal settings \[[@CR33]\]. This situation---possibly in combination with the fact that patients' have to pay for ED medications out of their own pocket---may contribute to explain why the prevalence of pharmacy dispensing of ED medication does not follow the same pattern as ED. The peak prevalence of dispensed prescriptions seen in men who have recently retired and are in the process of redefining their identities away from the labour market, combined with the socioeconomic gradient in our material, calls for further exploration of the possible commercial and cultural driving forces for ED dispensing, in line with the above reasoning.

Methodological considerations {#Sec11}
-----------------------------

This study was performed on a large population-based database, and the data contains all prescription fills of ED medication made at Swedish pharmacies by men in Scania during the study period. However, ED medications are known to be subjected to illegal sale over the Internet, and it should be noted that the extent and distribution of this information bias could not be evaluated in this study.

The individual-level analysis covers the year 2006, and the patterns of pharmacy dispensing of ED medication may have changed across the years. However, our analysis is combined with information on national trends for pharmacy dispensing of ED medication. In both age groups, aggregated data show slightly higher prevalence's than the individual-level data. The main reason for this is that the aggregated data cover all ED medications whereas the individual data only include PDE5I. However, the PDE5I are first-line treatment for ED \[[@CR28]\] and represent a large proportion of the sales \[[@CR5]\]. Also, the aggregated-level data cover the entire Sweden whereas the individual level data refer only to the region Scania.

The study population was divided into two age strata with the age of 65 years as cut point. This approach was chosen since 65 years is the age for retirement in Sweden and socioeconomic patterns may be different among working and retired men. Altogether, the study population contained the age groups with the highest prevalence of pharmacy dispensing of ED medication. Men aged 80 years or older were not included, mainly because reliable register data concerning educational level are not available for this age group.

The measure of socioeconomic position was created by combining information on educational level and individualised household income. This enabled analysis of the combined effect of being privileged or disadvantaged in respect to these two variables, rather than controlling for one while analysing the other. This variable has some missing data (5.6%) owing to educational level being unknown for some of the participants. Complete case analysis was applied in the regression analyses since the level of missing was relatively low.

The DA of the regression models applied in this analysis is relatively limited. This may be an indication that important variables are missing or that there is heterogeneity in the population that cannot be captured by conventional quantitative epidemiological methods \[[@CR34]\].

Conclusions {#Sec12}
-----------

The proportion of Swedish men filling prescriptions for ED medication increased between 2006 and 2016. Pharmacy dispensing of ED medication seems linked to the individuals' socioeconomic position, age and marital status suggesting sociodemographic disparities in the pharmacy dispensing targeting sexual function. However, the low DA of the associations shows the limited capacity of these factors to predict ED medication use at the individual level.
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